INTRODUCTION
There is a shared desire among all stakeholders that dental care within the NHS should be of an appropriately high standard. Unfortunately, there is general acknowledgement that the current NHS dental contract does not provide a suitable framework in which high-quality care is incentivised. 1, 2 In response to the Steele report, 3 contract reforms are currently being piloted 4 to address the shortcomings of the present system and includes development and evaluation of a Dental Quality and Outcomes Framework (DQOF). 5 The DQOF which is currently being piloted is based around three dimensions of quality: clinical effectiveness, patient experience and safety. Two additional domains (best practice and data quality) are to be introduced within prototype contracts for further piloting in 2015. 6 Objectives To develop an understanding of the key features of person-centred care (PCC) in relation to general dental practice from a patient's perspective. Background PCC is acknowledged as an important dimension of quality with 'patient experience' increasingly used as a marker of quality within the NHS. A Dental Quality and Outcomes Framework (DQOF) is currently being piloted in the UK, which includes patient experience as one of the three domains. It is recognised that there is limited understanding of PCC within dentistry, with little evidence published on the subject. Methods This study uses qualitative methods to explore the views of 16 purposively sampled patients living in Southwest England. In-depth semi-structured interviews were recorded, transcribed, coded and analysed thematically. Results PCC was viewed as key in the delivery of high-quality care. Dimensions of PCC were identified and categorised as relational or functional aspects of care. Relational aspects of care were viewed as being central to the delivery of PCC with five components identified and named: connection, attitude, communication, empowerment and feeling valued. Functional aspects of care were identified as healthcare system and physical environment and were noted to influence PCC to a variable degree. Conclusion A model of PCC in dentistry is proposed which has been generated from empirical evidence that represents the views of patients. It is hoped that this may inform and influence development of a tool to measure PCC within any future version of the DQOF.
acknowledged as a poor measure of quality. 10, 11 In February 2012, the NHS Patient Experience Framework 11 was published based on the report What matters to patients?. 12 The framework uses an evidence-based approach to highlight the elements considered to be critical to the patient experience. The framework is modelled on the principles of patient-centred care (PCC) developed by the Picker Institute 13 and the Institute of Medicine (IoM), 14 and the document states that assessment of patient experience should 'focus on the relational aspects of care as guided by the IoM dimensions' . 12 Application of this generic framework in dentistry has been questioned 15 and the need for further research into PCC in dentistry highlighted. 16 A recent systematic literature review 15 identified three papers which contributed to an understanding of PCC in dentistry, [17] [18] [19] based on the views of dental care professionals and managers. Further research has recently been published by Scambler et al. 16 who explore the understanding and practise of PCC in dentistry with a group of dentists. The authors reported that a shared understanding of PCC was based on a basic sense of humanity, patient information and choice. This provides a valuable insight into the concept of PCC in relation to dentistry, but does so from a dentist's perspective. • Highlights the importance of assessing patient experience in delivering quality improvements within NHS dentistry.
• Provides an overview of current methods of measuring patient experience within NHS dentistry.
• Introduces a model of person-centred care in dentistry which it is hoped will inform and influence future development of the Dental Quality and Outcomes Framework.
I N B R I E F RESEARCH
This study aims to provide an understanding of the term person-centred care from a patients' perspective and introduce a model, which it is hoped will inform and influence future refinements of the DQOF. The terms 'patient-centred care' and 'person-centred care' are considered by many to be interchangeable. We have elected to use the term 'person-centred care' (PCC) as we believe it infers greater autonomy.
METHODS

Design
In-depth qualitative interviews were chosen to explore patients' understanding of PCC. Qualitative methods are particularly suitable when the research question aims to gain a deeper understanding or knowledge of a subject from an individual's perspective based on human beliefs, attitudes or behaviour, such as people's personal experiences and perspectives. 20 Stewart et al. describe the use of qualitative methods in dentistry as being 'ideally suited to research where little is already known or understood'.
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Sampling
Recruitment of participants was undertaken within the Southwest of England and promoted through GP practices, dental school facilities and word of mouth. The study was limited to the counties of Devon and Cornwall due to practical considerations. This is a predominately rural area with one third of the population living around three main cities; Exeter, Plymouth and Truro. There are significant areas of deprivation across the region, both in the cities and within rural communities. Oral health is relatively poor compared to other areas of England with only 6% of the adult population considered to have excellent oral health, compared to 20% in the East of England. 22 Dental care is widely available under the NHS although concerns have been raised in relation to access, choice and standards of care. 23 A purposive sampling strategy was used to capture a range and depth of experiences from a group of patients who had experience of dental treatment within the NHS. The primary selection criteria applied were age, gender and rural or urban habitation. These were considered to be potentially relevant features within the sample. Purposive sampling is most successful when data review and analysis are done in conjunction with data collection, and this was the approach followed within this study. 24 Patient recruitment was limited to adults, although attempts were made to include carers and parents who might be able to share their own experiences and provide an insight into the experiences of the individuals within their care.
Data collection
The lead author (IJM) undertook 16 indepth, semi-structured interviews between February and August 2014. The participant age range was between 21 and 76 years, with three males and 13 females included within the study. There was an even distribution between rural and urban habitation within the sample, including carers and parents.
Participants were provided with an information sheet before interview and informed consent obtained. A topic guide was used during interviews to explore the participants' experiences and views of PCC within dentistry. The topic guide was devised by members of the research team and was based on a review of the literature and personal experience within dentistry.
Patient interviews were carried out at locations convenient for the participants and lasted between 30 and 80 minutes. The interviews were audio-digitally recorded and professionally transcribed verbatim. The transcripts were checked for accuracy by IJM with all identifiable details removed and the data anonymised. Field notes were completed following each interview, which included any additional comments or details which had not been included in the Would you recommend this practice to a friend? Satisfaction
How satisfied are you with the NHS dentistry received? Satisfaction
How do you feel about the length of time taken to get an appointment?
Access Table 2 Relational aspects of care
Connection
Level of engagement, rapport or mutuality felt by the patient towards the clinician.
Attitude Disposition, approach and manner of the dentist and their team.
Communication
Confidence and opportunity to freely exchange information between patient & dental care team.
Empowerment
Provision of choice, enablement to make independent decisions and support to maintain autonomy.
Feeling valued
To be treated as an individual where one's opinion is appreciated and your personal views, beliefs and circumstances respected.
interview. Two participants also provided additional data by email and in note form which was also included in the data analysis.
Data analysis
Data collection and analysis took place concurrently as part of an iterative process, with recruitment continuing until no new themes were identified by the research team. A point of diminishing return 25 was noted following initial analysis of the interview 14 (0025). Two additional interviews (0026/0027) provided further confirmatory information, but no new codes were identified. This point in data collection is often referred to as data saturation. 24 The data were analysed using a thematic approach which is an accepted method for 'identifying, analysing and reporting patterns (themes) within data' . 26 Analysis was inductive and followed the process of familiarisation, coding, pattern coding, display, organisation and identification of themes. 27 NVivo software was used to organise the data and support generation of codes and development of themes. Descriptors were agreed for each code, with second level pattern coding used to explore similarities and differences across the data. Case analysis meetings involving the research team were held regularly to review transcripts, compare codes, consider divergent cases and agree theme generation. Both display and network matrices were used to explore the relationship between themes and underpin second and third level analysis.
Further analysis was undertaken to explore the relationship between the themes and their role within delivery of PCC. Descriptive models were created to illustrate this relationship and discussed within the research team. Various designs were considered, refined and reviewed by the research team during the development of the proposed model.
RESULTS
A variety of personal experiences were described by the interviewees, yet a high level of congruity was noted. Participants felt confident in judging the quality of dental care based on patient experience, yet were cognisant that this afforded little insight into the technical quality of dentistry provided. Participants were able to express clear views regarding PCC, although they were not necessarily familiar with the term. There was general agreement that PCC was important and a person-centred approach should be a key focus for the dental team. Those who were familiar with the term were asked to describe what they felt it meant to them. The view that care should be personal, individualised and make them feel valued was consistently expressed. Analysis of the data led to identification of key elements of PCC and highlighted specific relationships across these features. These elements were identified as functional or relational aspects of care. Functional aspects of care were considered to have an indirect influence on PCC and were related to the healthcare system or the physical environment. These were recognised as influencing PCC but not attributed the same level of influence by patients as relational aspects.
'
I think it's more than the four walls isn't it. I don't think it's that so much, I think it's, it's that personal relationship really. ' (0027)
This paper will focus predominately on the relational aspects of care that were identified by patients.
Relational aspects of care
Five components of PCC were identified as relational aspects of care: connection, attitude, communication, empowerment and feeling valued (Table 3) . Theoretically the components may appear as distinct entities but in practical terms they are closely related and interdependent.
Connection
Connection was felt to underpin the professional relationship and continuity of care played an important role in facilitating this. Patients expressed a strong preference for having access to a regular dentist as they greatly value familiarity, consistency and continuity of care.
'We're seeing all those different people and when we get different views it's confusing and you begin to feel less confident that you're in good hands. ' (0012) For some, the relationship is particularly important and they place a high level of trust in their dentist. They consider the dental care provider as 'my dentist' and have established a strong professional relationship, which goes beyond the delivery of technical dentistry.
'I think it's a trust thing isn't it, that you build up with people.' (0027)
For some this is based on a long term relationship and familiarity, while others select a dentist based on a 'good fit' with engagement, rapport and shared values or beliefs viewed as important criteria.
'I don't feel the need to be overly good friends with my dentist, but I do want to know them well enough to know that they'll be able to carry out certain things properly and that they understand me.' (0021) Some patients described the difficulties and frustration which they have encountered, where dentists are constantly changing resulting in a lack of continuity of care.
' An uncaring or ambivalent attitude was highly criticised, particularly where physical discomfort was concerned during treatment. Previous experience of pain at the dentist, particularly when this had not been acknowledged or dealt with successfully, was frequently cited as a causal factor in their dental anxiety.
I was saying, please don't take the tooth out. I can feel everything that you're doing. I can feel what you're doing.' (0020)
Patients expected to be treated professionally with respect and dignity in a non judgemental manner. Several examples were provided where this had not been the case and led to frustration and upset.
' Difficulty in understanding information was highlighted and this was related to the use of technical terms or poor English language skills of the dentist. Communication difficulty with non-UK dentists was mentioned repeatedly and this was often associated with, and compounded by, unfamiliarity due to a lack of continuity of care.
'He told me the information, but in terms of the technical knowledge that went a bit wayward, a bit over my head. I probably wouldn't have understood it even if he was an Englishman.' (0025)
The participants generally wanted a level of information that would allow them to make informed decisions about their own care. Patients want to be informed and this seemed particularly relevant in preventing disease, where lack of information, time available or level of prioritisation afforded are often cited as inadequate.
'Going back to the dentist I can see the difference it makes, and it's given me more. She's actually given me more education. I sometimes think why haven't people told me this before. ' (0015) Communication was viewed as bi-directional, with the patient playing an important role in providing information in terms of symptoms, history, concerns, attitudes, values and beliefs. Patients wanted the opportunity and time to be listened to, and also a demonstration that their 'voice' had been heard.
'Well it isn't just listened to, it's demonstrated that, there needs to be a demonstration that you've been listened to doesn't there.' (0026)
Effective communication between professionals was considered important to ensure coordinated care. This was highlighted as an occasional source of frustration in referral to hygienist or specialist services. Engagement with family and friends was mentioned in relation to children, spouses and older patients in terms of consent or where complex treatment was being considered.
Empowerment
Empowerment encompasses various themes including choice, control, provision of information and the opportunity to be involved in care decision making. Control featured strongly in many of the interviews, and varied from a desire to select a particular filling material to abject feelings of powerlessness. Patients expressed feelings of vulnerability when visiting the dentist and this often stemmed from a previous bad experience where they felt a loss of control. This was frequently related to childhood experience, although many patients were aware of feelings of vulnerability during recent dental visits.
'This person was working on me…and it was very painful, I had an abscess, and I went to put my hand up and they just pushed my hand down. And what happens in that situation is you start losing the belief that you have any control in that situation.' (0027)
Acknowledgement, reassurance and support from the dental team were considered very important in addressing this.
'Just smiling and being comforting and not making me feel like I didn't have to do anything I don't want to do. Letting me be in control of it slightly.' (0021)
Trust in the clinician was also important and this was predicated by familiarity, attitude and continuity of care.
'That feeling of, that you're safe in someone hands… ' (0026) Patients appreciated the opportunity to discuss options and have an influence on decisions about their care, although the desired level of involvement varied among individuals. The desired level of shared decision making (SDM) was related to the severity of the problem and the complexity of treatment. Participants intimated that they were happy to be less involved in SDM with simple or emergency procedures, but wanted more detailed information for more complex or elective treatments.
'I think it depends on the amount of pain that you are in to be honest. Mr Choice and control are important aspects of PCC, but our data would suggest that this is more wide reaching than simply being involved in decisions about one's care.
Feeling valued
Feeling valued and appreciated was at the centre of most patients' views on visiting the dentist. This was in terms of time, respect and most importantly being treated as an individual.
'He doesn't see me as a human being with valid emotions or even a valid experience. He sees me as someone on whom he is going to perform some kind of dental examination and get money.' (0014)
A strong desire to be 'treated as a person' was expressed by several participants, with negative phrases such as 'treated like a number' and 'conveyor belt' used repeatedly when describing a bad experience.
'I felt like a number, like come in and ship you out. There was like, hello, how are you today? I'm fine. Then he'd chat to the hygienist then, out you go, bye, see you in X amount of months.' (0020)
Time was often an issue, with appointments described as rushed and examinations not particularly thorough.
'I went in for about 30 seconds to a minute, he checked me, said that's fine and then off I went and I had to pay whatever I had to pay. ' (0025) This was mixed with an element of relief that they didn't have to remain in the surgery for long, nor did they require further treatment.
' 
DISCUSSION
Policy makers have become increasingly focused on patient experience data as a key quality indicator, yet according to a recent review we only have limited insight into how the capture of this data can feed back into the drive for further quality improvement. 28 NHS England currently has access to limited data from a range of patient reported experience measures (PREMs) within dentistry, and these do not appear to assess dimensions of PCC as recommended by the NHS Patient Experience Framework. 11 An overview document on NHS dental contract reform 6 has confirmed that dental PREMs will be developed and incorporated into the DQOF in due course, 6 but the existing patient experience indicators will remain unchanged within the prototypes.
It is acknowledged that our study reports the experiences and views of a relatively small number of patients who were all based in the Southwest of England. Purposive sampling on the basis of ethnicity and socio-economic status was not undertaken, although a degree of heterogeneity was evident within the sample. Our research team applied a robust methodical approach to data collection and analysis with rigorous data coding, cross checking and peer review, and we believe our results to be valid and relevant. The use of qualitative methods provides the opportunity to explore phenomena in great depth, and can be used effectively to generate theory. It should be noted that qualitative research does not necessarily provide generalised results, but can provide valuable insight and understanding which can inform and influence future research. We believe this study provides a unique insight into patients' understanding of person-centred care by using first order constructs through personal experiences.
Participants within our study primarily assessed the overall quality of dental care on relational aspects of care, which are often referred to as 'soft skills' or 'chairside manner'. There was an assumption that if the dentist seemed caring, genuine and trustworthy, they would also provide high quality technical care. These findings are consistent with empirical observations that patients judge the quality of the care provided primarily on the 'soft skills' of the clinician, rather than technical expertise or clinical outcome. [29] [30] [31] The value of patient experience feedback is irrefutable and is certain to become an increasingly important aspect of measuring quality in dentistry. It is therefore important that tools are developed and implemented which measure PCC effectively and reliably. 32 Our research set out to explore the specific features of PCC in dentistry and we identified five components that reflect relational aspects of care: connection, attitude, communication, empowerment, and feeling valued. These aspects of care can be recognised within other PCC frameworks including Picker, IoM and the NHS Patient Experience Framework, although our findings suggest different priorities may exist within dentistry. These specific relational dimensions were greatly valued by our patient group and indicate that these five components were central to the delivery of PCC.
Functional aspects of care were important to a varying degree within our participant group, but were generally not valued to the same extent as the relational components. This is consistent with the research findings within the report, What matters to patients?, 12 in which the authors noted: 'the central importance of 'relational' aspects of care in terms of overall patient experience (as compared to 'functional' aspects). ' The influence of functional aspects of care should not be underestimated, and it is important that consideration is given to optimising both the environment and the system to support delivery of PCC. This is particularly relevant at a time when NHS dental contract reform is being piloted. The healthcare system was generally viewed as a negative influence by patients, impacting on time, lack of flexibility and choice. Patients were conscious of a target driven system and the affect which this could have on care. They were also aware that some dentists were able to adapt to this better than others. The physical environment f o r t C l e a n l i n e s s Ph ys ic al se tt in g related to the 'structure' or 'setting' and included the building, the decor, the equipment and the 'atmosphere' within the practice, and this appeared to be highly relevant for some patients.
A theoretical model of PCC for dentistry has previously been described by Scambler et al. 33 based on their previous work on patients with diabetes. 34 Their model was developed as a practical tool for reflection to support delivery of PCC in clinical practice and is based on a hierarchical structure concerned with information and choice. Their model is underpinned by four foundational components based on the work of Mead and Bower 35 and Stewart et al. 36 . Provision of information and patient choice is the central tenet of the Scambler model, with four levels described, based on the degree of control afforded to the patient.
Choice was identified as an important aspect of PCC within our study with patients expressing a desire to be involved in decision making and be given options and choices. Our findings would support the view that choice is a fundamental component of PCC, and this is reflected within our model within the empowered dimension. However, analysis of our data demonstrated that other factors are equally important in delivery of PCC, and a hierarchical model would not represent our findings accurately.
Following further analysis of our data a model of PCC was designed (Fig. 1) . The model illustrates the themes which were identified from our sample of patients with PCC strategically placed at the centre of the model. We believe this simple depiction of our findings will help illustrate the key components of PCC in dentistry and the relative importance of relational and functional aspects of care.
CONCLUSION
Research into PCC within dentistry is limited, 15 and primary research has tended to focus on the views of dental staff. [12] [13] [14] [15] [16] Such research is valuable but only provides an understanding of PCC from a clinician's perspective. To our knowledge, this is the first study to explore the attitudes of patients towards PCC in relation to dentistry. The model proposed has been generated from empirical evidence using sound qualitative methods with the hope that this may inform and influence development of a tool to measure PCC within any future version of the DQOF. We would strongly suggest that such a tool should incorporate some, if not all, of the relational components identified within this study. 
